East End of London for the past eight years. His wife enjoyed good health, and they had two healthy children.
foot just above the ankle a purplish swelling, which gradually spread all over the foot in the course of the next six months. Twelve months ago some spots appeared upon the right foot and these gradually spread. During the past two months similar small swellings have appeared about the left wrist and hand. Two months before admission to the hospital the left foot became more swollen. The lesions upon the feet were painful, but those about the wrist itched slightly. The pain in the feet prevented the patient from standing for any length of time, and for several months during the past year he has been unable to do any regular work. There was no history of any other illness, and there had been no gout or joint trouble.
The condition of the skin: Left foot-The dorsal surface over nearly the whole extent of the foot and over the ankle as far as each side of the tendo Achillis was of a purple-red colour and had a swollen appearance. Beginning behind the external malleolus and curving round this prominence to cross the front of the ankle in an almost straight line there was a raised, purplish, infiltrated edge. Towards the inner side of the foot this edge was made up of sinall discrete papules about the size of a hemp to a lentil seed. In front of the inner malleolus was an irregular triangular area of normal skin, and a similar but rounded patch was present over the metatarsal region of the fourth and fifth toes. Towards the ankle the affected area was purplish, definitely raised and infiltrated, while at the sid-e of the foot the colour was redder, fading gradually into that of the normal skin of the sole without a definite line of demarcation. All over the purplish area palpation gave the impression of infiltration, which at the root of the toes suggested a sclerodermatous condition. The infiltration was so dense that the patient was unable to move the toes readily. There was no tenderness and the area did not pit on pressure. About 2 in. above the internal malleolus there was a discrete, rough, square-shaped lesion, rather less than a sixpenny piece-which was raised, flat, quite hard, and of purple colour, the covering epidermis being immobile over the swelling. Right foot-Behind the internal malleolus were two lentil-sized purple papules. In front of the external malleolus there were three similar lesions, and scattered over the dorsal surface of the foot, especially in its outer half, there were several similar papules. The whole of the dorsum of the foot had a rather dusky red appearance, and on palpation gave the sensation of infiltration, but this was much less marked than that on the left foot. There was neither tenderness nor cedema. Left wrist and hand-On the dorsal surface of the left hand and on the ulnar side of the front of the. wrist there were several purple papules of similar character to those on the right foot. There was no infiltration about the lesions on the back of the hand and only a slight degree on the front of the wrist. The rest of the skin was free from the eruption.
General condition: There was no evidence of disease in the thorax or abdomen. The knee-jerks were present, and there was a-flexor response to the plantar reflex. The pulse was 78 per minute, regular, small volume; blood-pressure, 150 mm. by the Riva-Rocci instrument. Urine acid, straw colour, specific gravity 1016, no albumin and no sugar. The Wassermann reaction was negative.
The lesions were being treated by X-rays with some apparent improvement. Two portions of the affected skin were removed for examination, and the following report was kindly made by Dr. H. M.
Turnbull:
SPECIMEN I, REMOVED AUGUST 12, 1913. Mlacroscopic.-A piece of skin fixed in formol 0 7 by 0 4 cm. Epidermis and a narrow zone of dermis could be recognized.
Microscopic.-A small portion of epidermis and dermis. The epidermis is crenated, so that small papillary projections are formed. Its surface is covered by a layer of horn. The basal cells occasionally contain granules of melanin. There are some sweat-ducts in the section; granules of melanin are present in the peripheral epithelial cells of the walls of the proximal parts of the ducts. In the papillary portion of the dermis the capillaries are conspicuous: the papille are cut tangentially and usually show cross-sections of four or five small patent capillaries. Evenly distributed throughout the rest of the dermis are numerous cellular areas. These areas are in the normal position of the vessels of the dermis, for instance round the sweatducts. They consist of groups of closely packed capillaries. The majority of the capillaries are merely small spaces lined by a layer of endothelium; a few have an outer row of similar cells, which are separated from the endothelial lining by collagenous fibrils. The groups of capillaries lie in a scanty stroma of a delicate fibrillar tissue, which contrasts sharply with the stout fibres of the surrounding dermis. This stroma contains a very few spindle cells and a few free, rounded or polygonal cells. Many of these free cells lie in small spaces, and are evidently desquamated endothelial cells in capillaries. Others are not connected with capillaries: they are mononuclear cells with basophile protoplasm: a very few resemble lymphocytes, the majority resemble free endothelial cells. Elastic fibrils are present in the areas occupied by the capillaries. The capillaries throughout the section have a patent lumen, but are almost all empty. There are no plasma cells (Unna-Pappenheim stain). There is no pigment in the dermis. SPECIMEN II, REMOVED AUGUST 23, 1913. MIacroscopic.-Two pieces of skin measuring 0O8 by 04 cm. The epidermis is white and beneath it is a tissue 0-1 cm. thick.
Microscopic.-The appearances resemble those of the previous section. There are a few more spindle cells and free cells in the stroma of the areas which are occupied by the capillaries. A few tissue mast cells are present in the adjacent dermis.
REMARKS BY DR. TURNBULL.
The chief abnormnality visible in the skin is an increase in the number of capillaries. This increase appears to be due to an actual proliferation, and not to be due merely to a congestion rendering the capillaries more conspicuous. This proliferation has taken place in the normal position of the vessels. Round and between the capillaries there is a slight proliferation of spindle fibroblasts, and a slight infiltration by mononuclear basophile cells: the majority of these cells appear to be free endothelial cells, a few resemble lymphocytes. There are no leucocytes, and no plasma cells.
I have compared the sections with those of a small portion of skin which was sent to me by Dr. Sequeira three years ago as an example of Kaposi's miultiple idiopathic pigmented sarcoma (Michael Cohen, aged 78, 1910) . In this case there are in one portion of the dermis areas in which there are numerous engorged capillaries. The increase in the number of capillaries is less obvious, however, whilst the stroma in which they lie is abundant and more cellular. There are a few plasma cells in the stroma and several perivascular groups of plasma cells are present in the adjacent portion of the dermis which is free from the areas of capillary congestion. Elastic fibres are not present in the stroma between the engorged capillaries. Moreover, in the affected and unaffected dermis there is a great amount of intraand extra-cellular pigment. This pigment gives the reaction of iron. In this case of Kaposi's so-called " sarcomna " there appears to be a chronic inflammation of the dermis which is associated with engorgement, and possibly proliferation of capillaries, and with the deposit of much pignment derived from haemoglobin. In the case now reported there is an apparent proliferation of capillaries, less evidence of inflammation and no deposit of pigment. The presence and absence of pigment constitute the most striking difference between the two cases. The deposit of pigment, however, is doubtless merely a secondary phenomenon due to haemorrhages from engorged capillaries. Both cases may represent phases of hamangiomatous condition, which is of the nature of an inflammatory reaction rather than a true blastoma. In neither case is there evidence of sarcoma.
DISCUSSION.
The PRESIDENT expressed his great interest in the case, as he had observed two similar ones, to one of which Dr. Sequeira had referred, in which life was threatened for years, but ultimately many of the masses underwent spontaneous involution. The muscles of the hands were greatly atrophied, presumably by pressure, and there was resulting clawing of the fingers like that of nerve leprosy. He would be interested to hear Dr. Sequeira's opinion as to the precise nature and pathological affinities of the disease. He could not help thinking that it was allied to granuloma fungoides. It was universally agreed that the condition should not be called sarcoma. Had the exhibitor seen anything to justify the "gouty" causation of the condition which had been invoked by the late Sir Jonathan Hutchinsoil?
Dr. MACLEOD said that he had examined sections from a similar case and had found that histologically the growth was not a sarcoma but consisted of organizing connective tissue cells associated with marked vascular dilatation and the disposition of blood pigment. In its histology it somewhat suggested mycosis fungoides, but the tissue was not so broken up.
Dr. F. PARKES WEBER thought that in this disease a distinction in regard to microscopic appearances should be drawn between two types of lesions; there were, first, blue nodules well under the skin, and there were, secondly, the later and more projecting, more granulomatous and moist or discharging lesions. Some of the latter became pendulous and were, of course, particularly easily removed. In some cases a biopsy of an early lesion, a blue nodule, had been made, but probably more often one of the little projecting or pendulous growths had been removed for microscopical examination.
Dr. SEQUEIRA replied that he had shown two patients suffering from gout who had this condition, one of whom was the sole patient seen in this country who was not a foreign Jew. He had many attacks of gout while under his care. The second case of the kind he had seen with gout was that of an elderly man who was born at Cardiff, of German.parents. In three other cases there was no gout.
Case of Nevus Linearis Bilateralis (Mixed Systemic Neevus).
By W. KNOWSLEY SIBLEY, M.D.
A YOUTH, aged 16, of the average intellectual standard, states that the condition commenced on the front of both knees when he was aged 3 months, and shortly afterwards on the sides of the neck. There is no obvious lesion on the knees now. The condition in many places, such as sides of the neck, arms, and forearms, is more or less symmetrical, and affects the patient to varying degrees, from a sinmple pigmentation of the skin in some places, to raised, pigmented, warty noevoid conditions; in other parts to a markedly hard, horny growth, tending to a band formation, as, for instance, down the ulnar surface of the left forearm and the interdigital spaces of the ring and little fingers of this hand, extending to the palmar surface; the right hand being free from lesions. The whole scalp area is deeply pigmented a dirty brown colour, much the same shade as that of the hair, which is thin and scanty. Considerable pigmentation and slightly raised, more or less isolated naevi are present in abundance over the face. The oral mucous membrane is extensively affected, so also the whole surface of the tongue.
Markedly warty neevi are present in the right nostril and to a lesser extent in the left. Raised deeply pigmented bands extend more or less
